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Background
Inspired by the introduction of routine surgery fast-tracking, 
the Region of Southern Denmark is seeking to reduce waiting time 
[1-3] and increase continuity and satisfaction [4] among acute 
admitted patients. Systematic procedures for examination, diagnosis, 
treatment and discharge/referral have been implemented to improve 
the quality of pathways [5], as documented in vision papers and 
recommendations for Emergency Departments (EDs) [5,6], However, 
the expected positive effects of fast tracks for acute patients have yet not 
materialized [6], possibly because patients’ experiences are not fully 
described by technical and organizational aspects; equally important 
are the circumstances under which tasks are performed. The quality of 
health care depends not so much on what is done, but rather on what 
is accomplished [7]. There is ample evidence that patient satisfaction 
is essential for recovery; personalized care [8] and perceptions of the 
adequacy [9-11] and comprehensibility of the information provided 
by doctors [10,12] should thus be prioritized. A reliable assessment 
of the quality of patient pathways must be based on knowledge 
of patients’ satisfaction and priorities [13-16], which offers a way 
towards improvement in the planning and organization of health care. 
Treatment compliance also tends to improve with satisfaction [17,18].
The study aimed to assess patient-experienced quality in emergency 
departments using telephone interviews eliciting both content and 
priority assessments from ED patients.
Methods 
A multicentre cross-sectional questionnaire survey in all five ED’s in 
the Region of Southern Denmark. Data collection took place in autumn 
2012 by telephone interviewers using a web-based questionnaire. 
Sample
The study included 750 patients who had been admitted to and 
discharged from one of the five EDs in the region during the period 
8-28 October 2012. Only patients aged 18 years or older who were able 
to understand and speak Danish were eligible. We derived lists of all 
patient contacts in the included ED’s during the inclusion period and 
the patients were included consecutively until a total of 150 patients 
had been interviewed for each ED (=a total of 750 patients).
The patients were contacted by telephone between 14 and 21 days 
after their discharge. Answers were entered directly into a web-based 
data bank (Enalyzer Survey Solution: https://system.enalyzer.com). 
Questionnaire 
The 18-item questionnaire covered four overall areas: reception 
(five items), treatment and involvement (three), information (five), 
and time after discharge (five). Information about gender, age and 
admission length was also elicited. The questionnaire was adjusted to 
local conditions through a Delphi procedure; from the original 32-item 
instrument, which had been tested and validated in a survey of 1,940 
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emergency patients in the Capital Region of Denmark [19], we selected 
15 relevant items to which we added three concerning the involvement 
of relatives, written information and the courtesy and respect shown 
by staff, factors which have been shown to be strong predictors of 
patient satisfaction [17]. Responses were scored on a dichotomous 
scale or a Likert-scale. In each case, an “Undecided” response option 
was given. Follow-up priority questions gauged patients’ assessment 
of the importance of each item, for which the options were “Yes, 
very much”; “Yes, rather” or “No”. After the described alterations, 
the questionnaire was validated in a Delphi procedure with a group 
of five experts representing each of the centres. Minor modifications 
were prompted by validity testing of the construct and content in mock 
telephone interviews with seven standardized patients.
Interviewers
The telephone interviews were performed by five Master level 
health care students, who were given three hours of instruction on the 
web-based questionnaire and a thorough review of the interview guide, 
which was adapted from the one used in the Capital Region survey 
[19]. Test interviews with instructed figurants were supervised and 
reviewed. The interviewers had access to round-the-clock support on 
any problems pertaining to the web-based questionnaire. A cell phone 
was provided. Interviewers signed a confidentiality statement.
Analysis 
For each of the questions on the quality of reception, treatment 
and involvement, information and the time after discharge, patients’ 
responses were dichotomized into top rating(s) versus the collapsed 
results of lower ratings. The results were described by proportions 
and analysed by chi-square and Wilcoxon rank-sums tests using Stata, 
version 12 (StataCorp. 2011.  Stata Statistical Software: Release 12. 
College Station, TX: StataCorp LP). 
Ethical considerations
 
The survey was described in posters and flyers placed in the ED 
examination rooms during the inclusion period; staff received a mail-
distributed newsletter. Prior to interviewing the aim and content of 
the survey was explained to the participants, who were assured of their 
anonymity and right to withdraw at any time without consequences for 
present or future care and treatment? Identification by the researcher 
was precluded as all personal identifiers were removed or disguised. 
The study was approved by the Danish Data Protection Agency, heads 
of EDs, hospital managements and the regional board. No ethical 
approval was required.
Results 
Population
During the three weeks inclusion period, the inclusion criteria 
were met by 1,854 patients, for 274 of whom no telephone number was 
provided, 177 were not available when called and 68 were excluded 
for various reasons, e.g. subsequent readmission or transferral (n=18); 
death (n=18); hearing impairment (n=11) and erroneously admitted 
(n=18). This left an eligible sample of 1335. Participation was declined 
by 188, resulting in a response rate of 65.4%. Men numbered 320 
(42.7%), women 430 (57.3%). Mean age was 57.2 years, SD 19.3 (57.3 
years for men, SD 18.3 and 57.1 years for women, SD 20.0).
Reception
Five questions focused on the patients’ experience of their 
reception in the EDs: the feeling of being welcome, privacy, waiting 
time and introduction by staff. A total of 93.1% (n=698) felt welcome 
on admission, something that 99.5% considered as “very important” 
or “rather important”. The opportunity to describe their illness or 
injury without being overheard by others was reported as “very good” 
or “good” by 77.2% (n=579), which 76.3% found “very important” or 
“rather important”. The waiting time was considered “acceptable” by 
82.3% (n=617), while 89.8% saw avoidance of waiting time as a “very 
important” or “rather important” aspect. Asked how the health care 
professionals’ had introduced themselves, 85.6% (n=642) reported 
that “everybody” or “the majority” had supplied their name. The 
corresponding figure for profession was 71.4% (n=532) considered 
“very important” or “rather important” by 89.7% and 83.9%, 
respectively. Tables 1 and 2 show top rating proportions and patients’ 
priorities, respectively.
Treatment and involvement
Three questions elicited patients’ assessment of their treatment 
and the extent to which they and their relatives had been involved 
in decisions. A total of 87.4% stated that they felt “very confident” 
or “confident” that they had received the appropriate treatment. The 
degree of involvement of themselves, or their relatives, was deemed 
appropriate by 80.7% and 65.2%, respectively. Of these aspects, 
confidence in appropriate treatment was given highest priority, with 
99.4% considering this “very important” or “rather important”, while 
94.6% and 79.3%, respectively, deemed it “very important” or “rather 
important” that they, or their relatives, were involved in decisions.
Information
The evaluation of the information supplied during admission 
was elucidated in five questions. The information was experienced 
as comprehensible by 91.6%, while 78.4% stated that information 
was given continuously during admission; written information was 
supplied to 21.5%. Overall, the information was described as adequate 
by 86.1%, while 93.8% reported that they were “always” or “usually” 
treated with courtesy and respect. The respondents regarded it as “very 
important” or “rather important” (99.5%) to receive comprehensible 
information during admission and to be informed continuously 
(99.2%). In contrast, only 50.7% described written information as “very 
important” or “rather important”. Receiving adequate information and 
being met with courtesy and respect were considered “very important” 
or “rather important” by 99.4% and 99.0%, respectively.
Post-discharge
The remaining five questions concerned patients’ experiences after 
discharge. Information about plans for their further treatment was 
received by 75.1%. Instruction on important symptoms was deemed as 
“very good” or “good” by 71.6% and 68.8%, respectively (“Very/rather 
important”: 98.3%, 93.9%, respectively). Contact information for use 
in case of post-discharge symptoms was regarded as “very good” or 
“good” by 68.8%. Importance: 95.6% (”Very/rather important”). A 
total of 79.4% felt confident about their discharge from the ED. When 
asked whether their problem had been dealt with, 86.4% affirmed this 
(“Very important”: 94.9%).
Associations
To identify associations and variation between genders and age 
groups, chi-square and Wilcoxon rank sum (Mann-Whitney) tests 
were performed.
Significantly more women than men gave top ratings to the 
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following items: acceptable waiting time (p=0.04); confidence having 
received appropriate treatment (p=0.008); adequate information 
(p=0.01); being met with courtesy and respect (p=0.0007); information 
about important post-discharge symptoms (p=0.02). Gender-related 
differences were also apparent for priority questions; women thus 
placed greater emphasis on staff introducing themselves by name, 
involvement, comprehensibility of information, written information, 
courtesy and respect, and information about the post-discharge 
treatment plan. Confidence at discharge was significantly better among 
women (p=0.02), improving with admission length (p<0.0001). No 
age-related associations were detected. Significant associations were 
found between the following factors: Receiving written information 
and prioritizing this (p<0.0001); experiencing acceptable waiting time 
and receiving information continuously (p<0.0001); the same and 
being accompanied by relatives (p=0.002); confidence in appropriate 
treatment and being accompanied by relatives (p=0.004). Confidence 
at discharge was associated with i) adequate information, ii) courtesy 
and respect and iii) information about further plans, iv) contact 
persons and v) important symptoms (all p<0.0001). Confidence in 
appropriate treatment was significantly associated with involvement 
(p<0.0001) and being accompanied by relatives (p=0.025). The topics 
feeling adequately informed and receiving written information were 
not associated.
Discussion
The instrument was based on a questionnaire used for a previous 
study of emergency patients’ evaluation of their admission [19]. This 
choice reflected our priority for testing and validation in a comparable 
population of acute admitted patients. The decision to reduce the 
number of content items [13,20,21] was based on recommendations 
that patients’ evaluation should also be elicited [22,23]. The revised 
questionnaire was pilot-tested for face validity with standardized 
respondents. Furthermore, the training of the interviewers aimed 
at minimizing inter-interviewer variance and improving reliability. 
All answers were unambiguous. No problems were experienced with 
the web-based format, which allowed continuous oversight of the 
progression of interviews. 
Groves et al. contend that participation in surveys is motivated 
by patients’ sense of social responsibility and deference to authority 
All
% (n)
Did you feel welcome when you were admitted to the emergency department? (Yes) 93.1 (698)
What were the opportunities for describing your illness without being overheard by others? (Very good/Good) 77.7 (579)
How would you rate the overall waiting time during your admission in the emergency department? (Acceptable) 82.3 (617)
Did staff introduce themselves by name? (Yes, everybody/Yes, the majority) 85.6 (642)
Did staff introduce themselves by profession? (Yes, everybody/Yes, the majority) 71.4 (536)
How confident are you that you received the appropriate treatment? (Very confident/Confident) 87.4 (656)
To what extent were you involved in decisions concerning your treatment? (Appropriate extent) 80.7 (605)
To what extent were your relatives involved in decisions concerning your treatment? (Appropriate extent) 65.2 (401)
Was it your experience that you were informed in a comprehensible way? (Yes) 91.6 (687)
Did you receive information continuously during admission? (Yes) 78.4 (558)
Did you receive written information during admission? (Yes) 21.5 (161)
Was the information you received adequate for your needs? (Yes) 86.1 (646)
Did you feel you were treated with courtesy and respect during admission? (Always/Usually) 93.8 (703)
Were you informed about further plans for your treatment – that is, what was going to happen after discharge? (Yes) 75.1 (563)
How would you rate the information about important symptoms for your attention after discharge? (Very good/Good) 71.6 (429)
How would you rate the information about contact person(s) after discharge? (Very good/Good) 68.8 (516)
How confident did you feel about being discharged? (Very confident/Confident) 79.4 (596)
Was your problem dealt with? (Yes) 86.4 (648)
Table 1: Assessments, Top rating(s).
Yes, very important Yes, rather important No
Is it important to you to receive information about contact person(s) after your discharge? 81,9 13,7 4,4
Is it important to you to receive information about important symptoms for your attention after discharge? 80,0 13,9 6,1
Is it important to you to receive information about further plans? 88,4 9,9 1,7
Is it important to you to be treated with courtesy and respect during admission? 90,9 8,1 0,9
Is it important to you to receive adequate information? 85,5 13,9 0,7
Is it important to you to receive written information during admission? 25,9 24,8 49,3
Is it important to you to be continuously informed during admission? 86,1 13,1 0,8
Is it important to you to be informed in a comprehensible way? 94,4 5,1 0,5
Is it important to you for your relatives to be involved in decisions about your examination and treatment? 50,1 29,2 20,7
Is it important to you to be involved in decisions about your examination and treatment? 68,3 26,3 5,5
Is it important to you to feel confident about receiving the appropriate treatment? 94,7 4,7 0,7
Is it important to you for staff to introduce themselves by profession? 56,7 27,2 16,1
Is it important to you for staff to introduce themselves by name? 55,7 34,0 10,3
Is it important to you to avoid waiting time during admission? 40,7 49,1 10,3
Is it important to you to be able to describe your illness or injury without being overheard by others? 46,0 30,3 23,7
Is it important to you to feel welcome on admission to the emergency department? 87,6 11,9 0,5
Table 2: Priorities, by topic (proportions).
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[24], reasons that might be reinforced by the personal relationship 
established in an interview. Survey outcomes have been found to be 
only marginally affected by such a relation [25]. There is no evidence 
that patient satisfaction is better for telephone interviewing compared 
to interviewing by land mail-distributed forms [26]. 
The interval from discharge to survey in our study varied from 14 
to 21 days. There is no consensus on the impact of time from discharge 
to surveying, although a significant positive association between poor 
evaluations and the length of time after discharge has been found [27]. 
Patient satisfaction was most pronounced for the feeling of being 
welcome, met with courtesy and respect, and receiving comprehensible 
information, all scoring above 90% top ratings. The following items 
were given top ratings by 82-86% of patients: staff introduction by 
name, confidence in appropriate treatment, involvement, waiting 
time, problem dealt with, and adequate information. The results of 
previous surveys are corroborated by associations between satisfaction 
with information and waiting time, and between information and 
confidence at discharge [17]. 
The lowest proportion of top ratings was given for written 
information and prioritizing written information. If patients received 
written information they tended to consider it important (p<0.0001). 
Although no inter-centre significance tests were performed, 
assessments varied considerably. One hospital received top ratings for 
11 of 18 content items, one for 5/18 items, and two hospitals for 1/18 
items.
Non-responders
Only marginal differences between responders and non-
responders were found. Women made up 50.3% of non-responders 
against their 53.7% share of responders. Non-responders’ mean 
age was 60.7 years, compared to responders’ 57.2 years. Differences 
in mean admission times were negligible (data not shown). 
Previous studies have demonstrated little difference in responders’ 
and non-responders’ socio-demographic data [28-30], but otherwise 
research on non-response bias is ambiguous [31-33]. We therefore 
conclude that bias was minimal.
Conclusion 
Our study shows that acute admitted patients are best satisfied with 
and give highest priority to the feeling of being welcome, staff courtesy 
and respect, and the comprehensibility of information. Waiting time is 
more likely to be considered acceptable when continuous information 
is received, while written information has low priority. Patients who 
are involved in their treatment are more likely to feel confident that the 
appropriate treatment is given. Confidence at discharge increases with 
the length of admission, and is associated with feeling well informed 
about further plans, important symptoms and contact persons. 
Confidence is also enhanced by adequate information and staff courtesy 
and respect. We conclude that accommodating and polite staff conduct 
and information are key issues in the acute patient pathway, and that 
surveys eliciting patients’ priorities as well as their evaluations enhance 
the understanding of patient satisfaction. Telephone interviewing was 
a reliable and valid method for assessing patient-experienced quality 
in EDs. 
We recommend that surveying is followed by initiatives to stimulate 
user involvement, e.g. in dialogue forums or focus group interviews for 
the implementation of our findings.
Acknowledgements
We gratefully acknowledge generous support from the Region of Southern 
Denmark, Hospital Lillebaelt, the Hospital of Southern Jutland, the Hospital of 
South-Western Jutland and Odense University Hospital (Odense and Svendborg). 
Source of Funding
Region of Southern Denmark.
References
1. Basse L, Jacobsen DH, Billesbølle P, Kehlet H (2002) Colostomy closure after 
Hartmann’s procedure with fast-track rehabilitation. Dis Colon Rectum 45: 
1661-1664.
2. Basse L, Thorbøl JE, Løssl K, Kehlet H (2004) Colonic surgery with accelerated 
rehabilitation or conventional care. Dis Colon Rectum 47: 271-277.
3. Hjort Jakobsen D, Sonne E, Basse L, Bisgaard T, Kehlet H (2004) 
Convalescence after colonic resection with fast-track versus conventional care. 
Scand J Surg 93: 24-28.
4. Reismann M, Arar M, Hofmann A, Schukfeh N, Ure B (2012) Feasibility of fast-
track elements in pediatric surgery. Eur J Pediatr Surg 22: 40-44.
5. Region S (2009) Rapport om Fælles Akutmodtagelser (FAM) i Region 
Syddanmark [Report on Emergency Departments in the Region of Southern 
Denmark].
6. Region S (2009) Rapport om Sygehuse i Syddanmark - et fagligt og 
organisatorisk grundkoncept [Report on Hospitals in Southern Denmark: a 
Professional and Organizational Concept]. 
7. Donabedian A (1992) The Lichfield Lecture. Quality assurance in health care: 
consumers’ role. Qual Health Care 1: 247-251.
8. Cleary PD, McNeil BJ (1988) Patient satisfaction as an indicator of quality care. 
Inquiry 25: 25-36.
9. Ervin NE (2006) Does patient satisfaction contribute to nursing care quality? J 
Nurs Adm 36: 126-130.
10. Nørgaard B, Kofoed PE, Ohm Kyvik K, Ammentorp J (2012) Communication 
skills training for health care professionals improves the adult orthopaedic 
patient’s experience of quality of care. Scand J Caring Sci 26: 698-704.
11. Ammentorp J, Sabroe S, Kofoed PE, Mainz J (2007) The effect of training 
in communication skills on medical doctors’ and nurses’ self-efficacy. A 
randomized controlled trial. Patient Educ Couns 66: 270-277.
12. Robinson FP, Gorman G, Slimmer LW, Yudkowsky R (2010) Perceptions of 
effective and ineffective nurse-physician communication in hospitals. Nurs 
Forum 45: 206-216.
13. Jensen JB (2004) Ortopædkirurgiske patienters prioriteringer af - og 
tilfredshed med sygehusvæsenets ydelser. Ph.d.-afhandling [Orthopaedic 
patients’ priorities of and satisfaction with hospital sevices. PhD Thesis.]. Det 
Sundhedsvidenskabelige Fakultet, Aarhus Universitet. 
14. Wensing M, Jung HP, Mainz J, Olesen F, Grol R (1998) A systematic review of 
the literature on patient priorities for general practice care. Part 1: Description 
of the research domain. Soc Sci Med 47: 1573-1588.
15. Ammentorp J, Rasmussen AM, Nørgaard B, Kirketerp E, Kofoed PE (2007) 
Electronic questionnaires for measuring parent satisfaction and as a basis for 
quality improvement. Int J Qual Health Care 19: 120-124.
16. Nørgaard B (2011) Communication with patients and colleagues. Dan Med Bull 
58: B4359.
17. Boudreaux ED, O’Hea EL (2004) Patient satisfaction in the Emergency 
Department: a review of the literature and implications for practice. J Emerg 
Med 26: 13-26.
18. DiMatteo, DiNicola DD (1982) Achieving patient compliance: the psychology of 
the medical practitioner’s role. New York: Pergamon. 
19. (2012) Enheden for B. Patienters oplevelser i Region Hovedstadens 
akutmodtagelser og akutklinikker. Telefonsurvey med 1.940 patienter [Patients’ 
experiences in the ED’s of the Capital Region of Denmark. A telephone survey 
of 1,940 patients]. 
20. Bos N, Sturms LM, Schrijvers AJ, van Stel HF (2012) The Consumer Quality 
index (CQ-index) in an accident and emergency department: development and 
first evaluation. BMC Health Serv Res 12: 284.
Citation: Nørgaard B, Matzen J, Groot HRD, Nielsen B, Mollerup M (2013) Patient-Experienced Quality in Five Emergency Departments in Denmark: 
A Multi-Centre Cross-Sectional Questionnaire Survey. J Clin Trials 3: 147. doi:10.4172/2167-0870.1000147
Page  5  of 5
Volume 3 • Issue 4 • 1000147
J Clin Trials
ISSN: 2167-0870 JCTR, an open access journal
21. Gordon J, Sheppard LA, Anaf S (2010) The patient experience in the emergency 
department: A systematic synthesis of qualitative research. Int Emerg Nurs 18: 
80-88.
22. Region Hovedstaden. Enheden for B. Spørg brugerne - en guide til kvalitative 
og kvantiative brugerundersøgelser i sundhedsvæsenet [Ask the users - a 
guide for qualitative and quantiative surveys in health care]. København: 
Region Hovedstaden, 2000. 
23. van der Veer SN, Jager KJ, Visserman E, Beekman RJ, Boeschoten EW, et al. 
(2012) Development and validation of the Consumer Quality index instrument 
to measure the experience and priority of chronic dialysis patients. Nephrol Dial 
Transplant 27: 3284-3291.
24. Groves RM, Cialdini RB, Couper MP (1992) Understanding th Decision to 
Participate in a Survey. The Public Opninion Quarterly 56: 475-495. 
25. Andersen AMN, Olsen J (2002) Do Interviewers’ Health Beliefs and Habits 
Modify Responses to Senssitive Questions? A Study Using Data Collected 
from Pregnant Women by Means of Computer-assisted Telephone Interviews. 
Am J Epidemiol 155: 95-100. 
26. Asch DA, Jedrziewski MK, Christakis NA (1997) Response rates to mail 
surveys published in medical journals. J Clin Epidemiol 50: 1129-1136.
27. Bjertnaes OA (2012) The association between survey timing and patient-
reported experiences with hospitals: results of a national postal survey. BMC 
Med Res Methodol 12: 13.
28. Etter JF, Perneger TV (1997) Analysis of non-response bias in a mailed health 
survey. J Clin Epidemiol 50: 1123-1128.
29. Parker C, Dewey M (2000) Assessing research outcomes by postal questionnaire 
with telephone follow-up. TOTAL Study Group. Trial of Occupational Therapy 
and Leisure. Int J Epidemiol 29: 1065-1069.
30. Vestbo J, Rasmussen FV (1992) Baseline characteristics are not sufficient 
indicators of non-response bias follow up studies. J Epidemiol Community 
Health 46: 617-619.
31. Rubin HR (1990) Can patients evaluate the quality of hospital care? Med Care 
Rev 47: 267-326.
32. Bergstrand R, Vedin A, Wilhelmsson C, Wilhelmsen L (1983) Bias due to non-
participation and heterogenous sub-groups in population surveys. J Chronic 
Dis 36: 725-728.
33. Lasek RJ, Barkley W, Harper DL, Rosenthal GE (1997) An evaluation of the 
impact of nonresponse bias on patient satisfaction surveys. Med Care 35: 646-
652.
Submit your next manuscript and get advantages of OMICS 
Group submissions
Unique features:
•	 User	friendly/feasible	website-translation	of	your	paper	to	50	world’s	leading	languages
•	 Audio	Version	of	published	paper
•	 Digital	articles	to	share	and	explore
Special features:
•	 300	Open	Access	Journals
•	 25,000	editorial	team
•	 21	days	rapid	review	process
•	 Quality	and	quick	editorial,	review	and	publication	processing
•	 Indexing	at	PubMed	(partial),	Scopus,	EBSCO,	Index	Copernicus	and	Google	Scholar	etc
•	 Sharing	Option:	Social	Networking	Enabled
•	 Authors,	Reviewers	and	Editors	rewarded	with	online	Scientific	Credits
•	 Better	discount	for	your	subsequent	articles
Submit	your	manuscript	at:	www.omicsonline.org/submission/
Citation: Nørgaard B, Matzen J, Groot HRD, Nielsen B, Mollerup M (2013) 
Patient-Experienced Quality in Five Emergency Departments in Denmark: 
A Multi-Centre Cross-Sectional Questionnaire Survey. J Clin Trials 3: 147. 
doi:10.4172/2167-0870.1000147
